Using data from a larger study of caregivers of the elderly, this study explores the extent to which religiosity variables function as mediators of the effects of situational/demographic factors on perceived caregiver rewards. In the parent project, random digit dialing was used to select 136 Black and 255 White caregivers of community-dwelling elders for face-to-face interviews. Regression analyses revealed that Black caregivers perceived higher levels of rewards than Whites and the relationship between race and perceived rewards was mediated by comfort from religion and prayer. Blacks and Whites with more eduction reported fewer perceived rewards than caregivers with less education.
Demographers predict the continued rapid growth of the elderly population in the United States through the year 2050 (Bass, Kutza, & Torres-Gil, 1990; Yee, 1992) . The proportionate representation of elders of color is also increasing (Spencer, 1989; Bass et al., 1990) . As persons age, some of them eventually become dependent on others for care (Yee, 1992) , and most often this care is provided by informal caregivers in the community (Jackson, 1992) . Until recently, elder caregiving research focused primarily on the negative or more detrimental consequences of providing care (Kramer, 1996) , but a growing body of research is examining the more positive aspects of caregiving and we are beginning to learn more about the correlates of positive caregiver perceptions (hereafter referred to as rewards). However, caregiver studies have not examined religiosity, though religiosity might help to explain both the willingness to care for others and the perceived rewards of caregivers. Studies of religiosity among older adults almost invariably suggest higher levels of religiosity among Blacks, females, and older persons (Chatters, Levin, & Taylor, 1992; Levin, Chat-ters, & Taylor, 1995; Levin & Taylor, 1993) . Further, levels of spontaneously acknowledged religiosity are higher among Blacks than Whites (Koenig, Moberg, & Kvale, 1988; Wykle & Segall, 1991) , and this might lead to racial differences in caregiver rewards. Past research has demonstrated that it is not the specific situational characteristics, but a caregiver's negative appraisal of the situation, that leads to distress and depression. Thus, it is important to determine whether religiosity affects caregivers' appraisal of their situation as a basis for developing interventions to alter appraisal. However, prior to developing interventions, we need more in-depth knowledge of religiosity and its actual effect on caregiver appraisal. Given that religion has been shown to enhance health, life satisfaction, and situational evaluations in samples not identified as caregivers (Levin et al., 1995) , if religiosity indicators are shown to enhance a caregiver's perceived rewards, health care professionals could encourage caregivers to use their religiosity to reduce the negative consequences and increase the rewards of caregiving. Caregiver studies to date have included primarily White middle-class samples, and they have given little attention to factors that might explain the differences in the perceived rewards of Black and White caregivers, including religiosity. Therefore, the purpose of this study is to examine the influence of situational/ demographic factors, including race, on perceived caregiver rewards in a sample of Black and White caregivers and to determine if religiosity has a mediating effect on these perceived rewards.
Theoretical Framework
The overall conceptual framework for this study is the Lazarus and Folkman (1984) stress and coping framework (see Figure 1) underpinnings from Reed's transcendence paradigm (1992) and from choice and social exchange theory (Nye, 1979) . The model used proposes that caregivers' situational stresses and demographic characteristics directly and indirectly influence the caregivers' appraisals of perceived rewards through the mediation of religiosity indicators. Perceived rewards were defined as the positive subjective feelings or objective changes, both internal and external, in the caregivers' lives resulting from their caregiving situations. These rewards could be present or anticipated. Generally speaking, individuals do not repeat behaviors that are not rewarded, and persons try to maximize their rewards and minimize their costs in relationships (Nye, 1979; Thibaut & Kelley, 1959) . Stresses are situations perceived and appraised by persons as personally relevant to their well-being, but also taxing or exceeding their resources. Providing care to a dependent elder is well documented as a stressful experience. In this study, sources of caregiver stress were defined as the situational and demographic variables of caregiving duration, caregiver recent life events, age, income, gender, race, and education, care receiver deficits in activities of daily living (ADLs), deficits in instrumental activities of daily living (lADLs), and care receiver relationship to the caregiver.
Caregiving duration is an important variable to consider as an influence on caregiver rewards. In a sample of 50 wife caregivers, Montenko (1989) reported that the greatest disruptions and frustrations occur in the early stages of the caregiving career and diminish as routines are established. Simultaneously, gratifications increase as these routines become more established. Thus, shorter caregiving duration was expected to function as a stress. It seems only logical to assume that recent life events will function as additional stresses in the lives of caregivers. Thus, they were also included in the current study. Demographic factors may modify caregivers' appraisal of rewards, but findings have not been consistent. Marital status, caregiver-care recipient relationship, age, gender, and race have been correlated with caregiver rewards in the literature. Some studies suggest that married, older, female, and Black caregivers report higher levels of rewards than nonmarried, younger, male, and White caregivers (Given, King, Collins, & Given, 1988; Kramer, 1993a; Lawton, Rajagopal, Brody, & Kleban, 1992; Picot, 1995a) . In contrast, however, Kinney and Stephens (1989) reported that younger caregivers perceived more rewards than older caregivers.
A deficit in activities of daily living (ADLs) was defined as the care receiver's need for help with bathing, dressing, getting in and out of bed, walking, toileting, and eating. Similarly, deficits in instrumental activities of daily living (lADLs) meant that the care receiver required aid with meal preparation, shopping, light housework, heavy housework, and money management. Choice and social exchange theory postulates that interpersonal relationships may be sources of rewards, including feelings of gratification, status, social approval, autonomy, and financial gain (Nye, 1979) . The increased interactions between the caregiver and care receiver, as the caregiver provides assistance to a care receiver with deficits in ADLs and lADLs, may be a significant source of rewards. In a study of 87 caregivers who had been caring for their elders almost 6.5 years, Given et al. (1988) reported that the extent of the caregiver's involvement in ADLs, but not lADLs, contributed to positive reactions. Spouse caregivers expressed more positive reactions than adult children caregivers. Similar inverse relationships between the care receiver's deficits in ADLs and caregiver rewards were found in a sample of 2,200 White and nonWhite caregivers in the Long Term Care Survey sponsored by the Department of Health and Human Services (Cafferata & Stone, 1989) , 60 family caregivers with race unidentified (Kinney & Stephens, 1989) , 72 White wife caregivers (Kramer, 1993a) , and both Black and White caregivers (Lawton et al., 1992) .
The relationship to the care receiver may also influence perceived rewards. However, the spouse's motivation for caregiving may complicate the relationship between marital status and perceived rewards. Montenko (1989) found that caregivers who provided care to their spouses as a way of repaying a previous debt or providing nurture to a long-time friend reported more rewards than caregivers who provided care strictly out of a sense of obligation.
How individuals respond to stress will depend upon their personal characteristics and the resources available to them. Black caregivers have appraised caregiving as being more satisfying, less intrusive, and less straining than White caregivers in similar situations (Lawton et al., 1992; Morcyz, Malloy, Bozich, & Martz, 1987; Mui, 1992 ). Yet, though Black caregivers have reported more rewards than White caregivers (Lawton et al., 1992; Mutran, 1985) and equal commitment to providing care, Black caregivers expressed more anger than White caregivers when their support network did not provide them adequate social support. These Black caregivers believed nursing home placements of their care receivers were accelerated due to lack of adequate social support (Fink & Picot, 1995) .
Resources are the various social, financial, psychological, and internal characteristics available to the person to manage the demands of a stressful situation (Kramer, 1993b; Kramer & Kipnis, 1995; Lazarus & Folkman, 1984) . Much of the theoretical work on the relationship between stress, coping resources, and distress appraisal suggests that stressors "influence" the distress appraisal through resource variables, which may function as moderating or mediating variables (Krause, 1992; Krause & Van Tran, 1989; Lazarus & Folkman, 1984; Pargament, Silverman, Johnson, Echemendia, & Snyder, 1983; Wheaton, 1985) . One such resource for caregiver stress appraisal is religiosity. Religiosity may moderate or suppress stress effects; that is, when caregiver resources such as religiosity are high, the effects of stress will be lessened and perceived caregiver rewards will be heightened. In contrast, when caregiver resources (e.g, religiosity) are low, stress will have a greater distress effect and perceived caregiver rewards will be lessened. Also, as stress increases, caregivers may be motivated to increase resources such as religious activities. This increase in religious activities will suppress the stress effects and bolster perceived caregiver rewards (Wheaton, 1985) . There are other times, when religiosity may not function as a moderator or suppressor of stressors; instead, it may either deter the onset of stress or deter the onset of distress from situational/demographic factors. For example, the caregiver's before-caregiving religiosity levels may deter stress by raising the threshold at which the caregiver perceives stress. That is, the effect of the caregiver's religiosity is to reduce the exposure to caregiver stress, not to reduce its effect once stress has occurred. There is no independent effect of religiosity on caregiver distress or perceived caregiver rewards. Caregivers come to the caregiving situation armed with a religiosity vaccination. Finally, stress variables and religiosity may have separate and opposite effects on caregiver distress and other effects which are completely independent of each other. Religiosity functions primarily in a distressdeterrent or rewards-facilitative role, and the role does not depend in any way on the situational/ demographic variables. In other words, the effect of religiosity is not in response to or specific to the presence of stress.
Religiosity and spirituality are often used interchangeably in the literature. Some researchers define spirituality narrowly, as having to do with the relationship between a person and a higher being (Young, 1993) ; others define it broadly as encompassing praying, worshipping, and a relationship with some power greater than oneself (Kaye & Robinson, 1994) . Religiosity has also been defined narrowly, focusing on personal feelings and attitudes (Heisel & Faulkner, 1992) . However, for this study, religiosity was defined as those behaviors that reflect public or formal participation in religious activities, private or informal religious involvement, and subjective reports of feelings of religiosity (Levin et al., 1995) . Caregivers have been shown to use religiosity as a coping resource (Kaye & Robinson, 1994; Skaff, 1995; Wykle & Segall, 1991) . Segall and Wykle (1988-89) , for example, reported that 65% (n = 59) of Black caregivers of elders said faith, prayer, and religion were important means of coping. Similarly, as many as 88% (n = 15) of White caregivers of Alzheimer's disease care receivers reported that reading religious material (Kaye & Robinson, 1994 ) was important in their lives. The more critical the situation, the more frequently caregivers report reliance on religiosity (Folkman, Chesney, Cooke, Boccellari, & Collette, 1994; Kaye & Robinson, 1994; Salts, Denham, & Smith, Jr., 1991) . For example, in a sample of 82 (79% White; 3.7% Black) caregivers of HIV-positive partners and 162 (93.2% White; 1.9% Black) caregivers of HIV-negative partners, Folkman et al. (1994) found that the caregivers of HIV-positive partners reported higher levels of religiosity and spirituality than caregivers of HIV-negative partners. Similarly, studying the role that religion played as a coping resource for 30 elderly (1 Black and 29 White) couples in which one member had a chronic illness, Salts et al. (1991) found that the more serious the perceived situation, the more likely the couples were to identify religious beliefs as their primary coping response. This finding Vol.37, No. 1,1997
was not replicated for all religiosity indicators in Skaff's study of 555 spouse and adult children caregivers of Alzheimer's patients (1995) . Nevertheless, Skaff found that the more the overload increased, the more caregivers prayed and described themselves as religious.
In noncaregivers, religiosity has been reported to counterbalance the negative effects of disruptive life events by bolstering feelings of self-worth (Krause, 1992; Krause & Van Tran, 1989 ). Krause, for example, using a subsample of Blacks who were 60 years of age and older (caregiving status was unstated) from the Americans' Changing Lives Survey, found that participation in church activities led to self-perceptions of importance and worth. As religiosity became stronger, older Blacks tended to report greater feelings of self-worth. In a follow-up study of the same sample, Krause and Van Tran (1989) found that religiosity had a beneficial effect on the person's selfesteem/mastery, regardless of the level of stress in his/her life. Similar findings were produced by Koenig et al. (1992) , whose study of 850 elderly males found an inverse relationship between religious coping and depression. Given the positive relationship between religiosity and positive perceptions in noncaregivers, it seems reasonable to anticipate a similar relationship among caregivers.
Religiosity has been shown to help caregivers positively reframe their situation (Salts et al., 1991; Segall & Wykle, 1988-89) , make decisions with the support and active participation of some power greater than themselves (Picot, 1995a; Reed, 1992; Wood & Parham, 1990) or of clergy and other church members (Whitlatch, Mcddaugh, & Langhout 1992) , and have more faith in the successful outcomes of their day-to-day problem solving (Segall & Wykle, 1988-89) . Through prayerful interaction with a higher being or attendance at church services, religiosity provides support and comfort to caregivers, and decreases their social isolation. Religiosity also promotes a sense of order and coherence, resulting in a decrease in anxiety (Salts et al., 1991) and psychological distress (Cohen, Teresi, & Blum, 1994) . In Skaff's study of caregivers of Alzheimer elders (1995), prayer use and reported subjective religiosity were positively associated with self-gain -a sense of personal enrichment. Interestingly, among Black and White caregivers, the relationship between religiosity and self-mastery differed; it was positive for Whites and negative for Blacks. Blacks are taught in religious services to totally depend upon a Supreme BeingTake their burdens to the Lord and leave them there. In contrast, many Whites, through a Europeanderived Protestant work ethic, are taught to individually and rationally problem-solve in difficult situations. Thus, the function of religiosity, as a coping resource, may be different for Blacks than Whites.
In summary, caregivers may use religiosity as a coping resource, which leads to positive appraisals and outcomes. Use of religiosity increases with increasing seriousness of the stressful situation. However, not all religious activities increase in stressful situations. Variations in the use of religious activities are related to situational and demographic characteristics. In this study, situational and demographic factors were expected to have both direct and indirect effects on perceived caregiver rewards. The indirect effect of situational/demographic factors on rewards was expected to be mediated by religiosity. This secondary analysis was designed to answer the following specific questions and associated research hypotheses:
1. Do situational/demographic factors directly affect perceived rewards of Black and White caregivers? H, Situational/demographic factors directly affect perceived rewards of Black and White caregivers. 2. If not, do religiosity indicators (i.e., prayer, comfort from religion, self-rated religiosity, attendance at religious services) mediate the relationship between situational/demographic factors and perceived rewards of Black and White caregivers? H 2 Situational/demographic factors have an indirect effect on the perceived rewards of Black and White caregivers through the mediation of religiosity indicators (i.e., prayer, comfort from religion, self-rated religiosity, attendance at religious services).
Methods

Sample
The subjects in the study reported here were part of a Time 1 sample of a longitudinal project comparing Black and White caregivers' use of formal and informal services. They were selected by randomdigit dialing seeking persons giving care to noninstitutionalized elderly people residing in a large metropolitan area in a Midwestern state. Caregivers were individuals who provided or coordinated care to a person over the age of 60 with any type of illness/ disability for a minimum of 5 hours per week.
The sample included 391 caregivers averaging 51.78 (SD = 13.75) years in age. As in most caregiving studies, an overwhelming majority of the caregivers were females (83.9%); 68.5% of the caregivers cared for a parent or grandparent, 10.0% gave care to a spouse, and 21.5% gave care to other relatives and nonrelatives. These caregivers had been giving care for an average of 59.6 months (Mdn = 36.00; SD = 63.34). On average, caregivers had 13.3 (SD = 2.59) years of education. The majority of the caregivers was White (65.2%). Blacks made up 34.8% of the sample. Over three fourths of the Black caregivers were Protestants, 5.8% were Catholics, and the remainder were "Other" faiths. Almost 60% of the White caregivers were Catholics. One third of the White caregivers were Protestants, while the remaining 11% were either Jewish or "Other." Care receivers were an average of 79.5 (SD = 8.72) years of age, and 73% were females.
Instruments
Caregiver perceived rewards were assessed by 18 items from the 24-item Picot Caregiver Rewards Scale (PCRS). This 24-item scale measures the positive feelings and outcomes of caregiving (e.g., an opportunity to repay my relative for a past debt; nursing home placement will be avoided) and has been used to assess the perceived rewards of 83 Black female caregivers of elderly dementia patients (Cronbach's alpha = .86; Picot, 1995a) . The 18 items selected for this study had unique factor loadings of .50 and above after varimax rotation. Unique factor loading was defined as an item having a minimum of a .20 difference in multiple factor loadings. Respondents were asked to rate the feelings about caring for their relative on a 5-point Likert scale (from 0 = not at all, to 4 = a great deal). Ratings were summed for a total score on perceived rewards, with a possible range of 0-68. The higher the score, the higher the perceived rewards. Cronbach's alpha for the scale was .82 in the Black subsample and .81 in the White subsample, with score ranges of 20-86 for Blacks (M = 48.0) and 10-65 for Whites (M = 39.8).
Recent life events were assessed using an adaptation of the Geriatric Scale of Recent Life Events (Kiyak, Lang, & Kahana, 1976) . Caregivers were asked to indicate on a 4-point Likert scale which of the listed life events they had experienced during the previous 6 months, and how much change each event had brought in their lives (i.e., did not occur = 0, a little change = 1, some change = 2, a lot of change = 3). Scores were obtained through summation of the ratings. Reliability for a life event scale is inappropriate because it consists of a list of theoretically uncorrelated items (Cleary, 1983) .
Deficits in ADLs were assessed using the Activities of Daily Living Scale (Katz, Ford, Moskowitz, Jackson, & Jaffee, 1963) . Caregivers were asked to respond "yes" or " n o " to questions on the care receiver's need for help with six personal activities such as bathing, dressing, getting in and out of bed, walking, toileting, and eating. Previous research has reported this measure to be reliable, with an alpha of .83 in a sample of 5,151 elders in the 1984 Longitudinal Study on Aging (LSOA; Fitti & Kovar, 1987 , cited in Wolinsky & Johnson, 1992 ). In the current study, Cronbach's alphas were .86 for Blacks and .82 for Whites.
The Instrumental Activities of Daily Living scale (Duke University Center for the Study of Aging and Human Development, 1978) was used to obtain the caregiver's estimate of the care receiver's need for help with meal preparation, shopping, light housework, heavy housework, and managing money. Respondents were asked to indicate the need of the elder for help or difficulty with activities (yes or no). This instrument has been reported to be reliable, with an alpha of .83 (Duke University Center for the Study of Aging and Human Development, 1978 ). In the current study, Cronbach's alphas were .63 for Blacks and .63 for Whites. Scores ranged from 1-6 for Black and 0-6 for White care receivers.
For both ADL and IADL scores, ratings were summed with a possible range of 0-6 for each. The higher the score, the higher the level of disability. Specifically, a rating of 0 indicated no help was needed with the activity and 6 meant help was needed on all of the activities of daily living. In the LSOA sample, Cronbach's alpha was .64, and in the current study it was .63 for both Blacks and Whites.
Two other situational variables were measuredcare receiver relationship to the caregiver and caregiving duration. Interviewers recorded the relationship of care receiver to caregiver as "parent/ grandparent," "spouse," or "other." Caregiving duration was recorded by interviewers as the total months since the caregiver started providing a minimum of 5 hours of care per week to the care receiver.
Income was measured by asking the caregiver to select from a card containing 11 amounts of total annual or monthly income (from $0-1,999 to $40,000 or more yearly) the category that the income his/her household received before taxes. To measure education, the interviewer asked the caregiver to indicate in years the last year of education obtained. Based on interviewer observation and corroboration by the caregivers' self-reports, race was recorded as Black or White.
Four items were used as indicators of religiosity. These items were drawn from Chatters et al. (1992) , who, based on factor analysis, labeled the dimensions of religiosity as organizational, nonorganizational, and subjective. One item measured frequency of attendance, an indicator of organizational religiosity: "Do you attend religious services or activities, from daily = 6 to never = 1 ?" As an indicator of nonorganizational religiosity, we asked "Do you personally turn to private prayer?" The response format consisted of daily = 5 to almost never = 1. Two items were used as separate indicators of subjective religiosity. One item asked, "Would you describe yourself as: very religious (4) to not at all religious (1)?" The second asked, "How much comfort do you find in religion in times of suffering and distress?" The choices were: "very much = 4" to "none at all = 1 . " Lumping the items composing separate factors of religiosity together as a summary measure was avoided so that the diverse and unique ways in which the different aspects of religiosity might affect a person would not be obscured (Chatters et al., 1992; Levin, Chatters, & Taylor, 1995) .
Procedure
At the time of the interview in the caregiver's chosen location (usually in the home), trained interviewers explained the study, the voluntary nature of participation, and the confidentiality of responses. This information was also provided in a written statement given to the subjects. Next, the interviewers conducted face-to-face interviews using a semistructured questionnaire. On the average, the interviews lasted 1 hour; at the conclusion of the interview, caregivers were paid $10 for their time.
Results
For all statistical analyses, unless otherwise noted, a significance level was preset at p < .05. Initially, using t or Chi-square tests, racial differences in Vol.37, No. 1,1997 sample characteristics were examined, and the descriptive statistics were computed (Table 1) . The Shapiro-Wilks test was used to detect departures from normality and variables were transformed when necessary. The transformed variables were used in all subsequent analyses. Tables 1 and 2 summarize the demographic characteristics and the differences between the two groups on selected variables. Black caregivers were younger, less educated, less wealthy, and more likely to be unmarried. However, Black and White caregivers did not significantly differ in gender, relationship to the care receiver, or impairment of the care receiver (i.e., ADLs or lADLs).
Care receivers' scores on the 6-item ADL scale (bathing, dressing, getting in and out of bed, walking, eating, toileting) indicated that only 26.9% did not have any difficulties and 9.7% had great difficulty in carrying out all activities of daily living (ADLs). On average, both Black and White care receivers needed help with at least two activities of daily living. On the 6-item scale of instrumental activities of daily living (meal participation, shopping, light housework, heavy housework, managing money, using telephone), 25.6% (n = 100) of care receivers had difficulty in carrying out all the lADLs. All care receivers needed help with at least one IADL. Most care receivers had one or more chronic conditions, e.g., arthritis, musculoskeletal problems, diabetes, heart trouble, some cognitive impairment (e.g., difficulty problem-solving, impairment of judgment, impairment of memory), and the like.
Two variables, recent life events and caregiving duration, were transformed logarithmically because of skewness. Bivariate correlations of ordinal variables were computed using the Spearman rank order correlation coefficient, and contingency tables were constructed for categorical variables. Table 3 presents the correlations between the variables.
Null hypotheses for research hypotheses 1 and 2 were tested using standard linear regression techniques. The direct effects model involved estimating the effects of situational/demographic factors on perceived caregiver rewards, controlling for other situational/demographic variables. The religiosity variables were considered to have a mediating effect if the mediation model yielded (a) higher explained variance than the direct effects model, (b) a significant relationship between the situational/demographic variable(s) and the religiosity variable, (c) substantially diminished or insignificant effects of the situational/demographic variable(s) on perceived caregiver rewards, and (d) significant effects of the religiosity variable on perceived rewards (Baron & Kenny, 1986; Lindley & Walker, 1993; Singh, Goolsby, & Rhoads, 1994) . This strategy was used to explore the mediating effects of each of the four religiosity variables. When the mediating effects of the religiosity variables were not confirmed, potential moderating effects of religiosity variables were modeled as two-way interactions with race. these were examined jointly in order to discern the mediating effect of the religiosity variable and to estimate the indirect effects of the situational/ demographic factors (Baron & Kenny, 1986; Lindley & Walker, 1993; Singh, Goolsby, & Rhoads, 1994) . All demographic and situational variables were included in the equations in order to make the coefficients of key variables, such as race, directly comparable. Significant terms in each model are marked in the table. The direct effects model differed significantly from the mediation models in the variance they accounted 6.09** 5.92*** Note: The direct effects model includes only the direct effects of the situational/demographic stressors (e.g., race) -» perceived caregiver rewards. The mediations models include one direct effect, situational/demographic stressors (e.g., race) -» perceived caregiver rewards and one mediated effect, situational/demographic stressors (e.g., race) -* religiosity indicator (prayer, comfort, attendance, self-rated) -» perceived caregiver rewards. *p<.05;**p<.01;***p<.001.
giver rewards, followed by caregiver education (Beta = -.18, p < .01). Black caregivers perceived more rewards than White caregivers, and less educated caregivers perceived more rewards than more educated caregivers. Thus, we rejected the null hypothesis 1 and accepted the research hypothesis 1 that situational/demographic variables have a direct effect on perceived caregiver rewards. Testing null hypothesis 2, the mediation models showed a significant mediating effect of comfort from religion, t = 5.42, p < .0001 and prayer, t = 2.58, p < .005. The effects of these religiosity variables on perceived caregiver rewards were also significant: t = 3.52, p < .001, t = 3.83, p < .0001, respectively. Based on the formula for calculating indirect causal effects (Munro, Visintainer, & Page, 1986) , the computed indirect effect sizes for comfort from religion and prayer were .06 and .03, respectively. Finally, compared with the direct effects model the mediation models for comfort from religion and prayer significantly reduced the effects of race on perceived rewards (Beta^^ = .32 to .26, p < .01; Beta prayor = .32 to .29, p < .001), but not education (Beta comfort = -0.18 to -0.18, p < .01. (Because of the large sample, the significant computed p, despite the negligible change in beta weights, the observed changes in the beta weights probably represent measurement error.)
Neither self-rated religiosity nor attendance at religious services met all four criteria for mediation. Specifically, the /? 2 s for perceived caregiver rewards did not significantly increase from the direct effect model to the mediation models, race and education did not significantly predict self-rated religiosity or attendance at religious services (computed indirect effect sizes were .02 for self-rated religiosity and -.01 for attendance), and the effects of race and education on perceived rewards did not significantly decrease with the introduction of these two religiosity variables. Nevertheless, both self-rated religiosity and attendance at religious services had direct effects on perceived caregiver rewards. Thus, we found overall support for research hypothesis 2 that situational/demographic variables have an indirect effect on perceived caregiver rewards through religiosity. However, this relationship was only true for the indirect effect of race on perceived caregiver rewards through the mediation of prayer and comfort from religion. In summary, race had both direct and indirect effects on perceived caregiver rewards. The indirect effect was mediated by comfort from religion and prayer. However, self-rated religiosity and attendance at religious services were not mediators of the relationship between race and perceived caregiver rewards. Caregiver education was the only other variable with a direct effect on caregiver rewards. However, education did not have an indirect effect on perceived caregiver rewards. Specifically, education did not directly affect any of the four religiosity indicators. Betas for education ranged from a low of -.01, p > .05 when comfort from religion was regressed on the situational/demographic variables to a high of .06, p > .05 when attendance at services was regressed on the situational/demographic variables.
Models incorporating two-way interactions of religiosity variables and situational/demographic variables were not significant. Further, in these models key variables such as race and education lost significance as main effects, indicating an absence of moderating effects.
In order to more clearly discern differences in rewards perceived by Black and White caregivers, the analysis of mediating effects was repeated with the sample stratified by race. While education had a direct negative effect on the perceived rewards of Black caregivers, it did not have indirect effects on rewards through any of the religiosity indicators (see Table 5 ). No other situational/demographic variables had a direct effect on the perceived rewards of Black caregivers. Further, none of the religiosity indicators had direct effects on perceived rewards. The situational/demographic variables and religiosity variables explained a total of 12% of the variance in perceived caregiver rewards and none of the religiosity variables added significantly to the explained variance.
Similarly, among White caregivers, education (B = -.18, p < .05) had a significant direct effect on perceived caregiver rewards, but not indirect effects through the four religiosity indicators (see Table 6 ). In addition, deficits in ADLs (3 = .21, p < .05) had a direct effect on perceived caregiver rewards. In fact, in each of the mediation models, deficits in activities of daily living were more important than the caregiver's education in accounting for the variance in perceived rewards. White caregivers providing care to more impaired elders perceived more rewards than White caregivers providing care to less impaired elders. In the direct effects model, the situational/ demographic variables explained 9% of the total variance in perceived caregiver rewards. When situational/demographic variables were controlled, comfort from religion, prayer, and attendance at services each accounted for an additional 7% of explained variance in perceived caregiver rewards, totalling 16% of explained variance. Self-rated religiosity only added an additional 3% of explained variance for a total of 12%.
Discussion
Resource variables examined in prior research on caregiving have included social support (Farran, Keane-Hagerty, Salloway, Kupferer, & Wilken, 1991; Kramer, 1993a Kramer, , 1993b , caregiving idealogy (Lawton et al., 1992) , health (Kramer, 1993a (Kramer, , 1993b Lawton, Moss, Kleban, Glicksman, & Rovine, 1991) , and coping strategies (Kramer, 1993b) . While suggested anecdotally (Salts et al., 1991; Segall & Wykle, 1988-89; Whitlatch et al., 1992) , except by Skaff (1995) , religiosity has not been explored as a resource variable mediating the relationship between situational/ demographic variables and perceived caregiver rewards. Using the stress and appraisal process, this study examined the influence of prayer, comfort from religiosity, self-rated religiosity, and attendance at religious services on that relationship. Race was significantly related to perceived rewards, with Black caregivers reporting higher levels of rewards than White caregivers. Although comfort from religion and prayer mediated the relationship between race and perceived caregiver rewards, race also had a direct effect on perceived rewards.
These findings are inconsistent with those of Skaff (1995) , who reported no mediating effects from religiosity variables in a sample of Black and White caregivers. However, the current study had a high proportion of Blacks (34.8%) and used a random sample of caregivers of elders with a variety of diagVol. 37, No. 1,1997 Note: The direct effects model includes only the direct effects of the situational/demographic stressors (e.g., education) -» perceived caregiver rewards. The mediations models include one direct effect, situational/demographic stressors (e.g., education) -» perceived caregiver rewards and one mediated effect, situational/demographic stressors (e.g., education) -» religiosity indicator (prayer, comfort, attendance, self-rated) -» perceived caregiver rewards.
a DV = dependent variable.
*p<.05; **p<.01; ***p<.001.
noses, while Skaff had only 11% Blacks in her nonprobability sample of caregivers of elders with Alzheimer's disease. The greater proportion of Black caregivers and the variety of diagnoses and associated caregiving tasks in the current study may have contributed to the differences in the two studies' findings. However, this needs to be explored in future studies of the mediating effects of religiosity. Why might Black caregivers report higher levels of perceived rewards than White caregivers? Given the Black caregivers' higher scores on prayer and comfort from religion, one explanation might be that the stress effects of deficits in ADLs and I ADLs and recent life events were suppressed by the religiosity variables among Black caregivers, decreasing distress and increasing perceived caregiver rewards. However, this explanation was not supported, since none of the situational variables significantly predicated perceived caregiver rewards directly or indirectly through any of the religiosity variables. Another possible explanation for the differences in Black and White caregiver perceived rewards may be differences in their attitudes to caregiving (Lawton et al., 1992) . Blacks tend to express more positive attitudes toward elders (Mutran, 1985) , more satisfaction and less caregiving intrusiveness and burden (Lawton et al., 1992) than White caregivers.
Perhaps religiosity operates differently as a resource variable for Black and White caregivers (Skaff, 1995) . For example, Black caregivers scored significantly higher on prayer and comfort from religion than White caregivers and Black caregivers perceived higher rewards than White caregivers. This is consistent with Wheaton's notion of a resource variable as a stress deterrent, not a stress buffer (1985) . That is, the function of the Black caregiver's religiosity may be to raise the caregiver's threshold for stress. To illustrate, Black caregivers in this study prayed more frequently and obtained more comfort from their religion, which may have preceded their caregiving career and therefore, they may have perceived less stress than White caregivers when confronted by the same caregiving situation (i.e., Black and White care receivers did not differ significantly on ADLs and lADLs). Other researchers have also reported that White caregivers perceive higher levels of burden and strain than Blacks in similar caregiving situations (Lawton et al., 1992; Mui, 1992) .
Among Blacks, prayer has been associated with the ability to transcend unbearable, unchangeable toils here on earth (Lincoln & Mamiya, 1990; Segall & Wykle, 1988-89) and to cognitively redefine the situation (Koenig et al., 1988; Skaff, 1995) . Further, caregivers have suggested that interaction with a Supreme Being provides empowerment (Picot, 1995a; Reed, 1992 ) and a high level of self-efficacy (Segall & Wykle, 1988-89) . For example, in Picot's study (1995a), 100% of a sample of 83 Black female caregivers reported that Cod was a great source of help for them in 12 caregiving tasks. The direct effects model includes only the direct effects of the situational/demographic stressors (e.g., education) -» perceived caregiver rewards. The mediations models include one direct effect, situational/demographic stressors (e.g., education) -» perceived caregiver rewards and one mediated effect, situational/demographic stressors (e.g., education) -» religiosity indicator (prayer, comfort, attendance, self-rated) -» perceived caregiver rewards.
*p < .05; **p < .01; ***p < .001.
The lack of a mediating role for attendance at religious services is inconsistent with previous research suggesting that attendance leads to positive feelings and outcomes for caregivers (Skaff, 1995; Whitlatch et al., 1992) . There are several possible explanations for this inconsistency. First, in the current study, the distribution of some of the religiosity variables departed from normality, probably because of a lack of variability in the scales. Second, attendance at services may not be as good an indicator of religiosity as the other indicators. Comfort from religiosity and prayer may be more critical attributes of religiosity. Third, the majority of the White caregivers in this study were Catholics and the majority of the Blacks were Protestants. Different faiths offer different opportunities to attend services. For example, some Catholics attend daily mass, but most Protestant services occur only one to two times per week. Thus, depending upon the caregiver's faith, opportunities to attend services vary and this may have affected the attendance variable.
The findings reported here suggest that the idea that all religiosity indicators function as mediators in the stress appraisal process may be misleading. Separate analyses of the religiosity indicators revealed that while comfort from religion and prayer functioned as mediators between race and perceived caregiver rewards for both Blacks and Whites, attendance at services and self-rated religiosity may function differently as resource variables among Black and White caregivers.
Educational level was negatively associated with perceived caregiver rewards among these Black and White caregivers. The negative association of education with perceived rewards among Black caregivers validates an earlier finding by Picot (1995b) that less educated Black female caregivers reported higher perceived rewards than more educated caregivers. The similar finding among White caregivers demonstrates the generalizabiIity of this finding. The lower perceived rewards of more educated caregivers may reflect the need to replace one's own career goals with caregiving responsibilities, or those caregivers with more education might have perceived other types of rewards not measured by the Picot Caregiver Reward Scale. White caregivers in this study had more education and higher incomes than Black caregivers and reported fewer perceived rewards. Thus, consistent with the choice and social exchange theory (Nye, 1979) , these White caregivers might have perceived a greater cost to their careers or incomes and fewer rewards than Black caregivers.
This secondary analysis was done on a data set with a limited number of religiosity indicators. Religiosity, however, is a multidimensional construct and multiple indicators may be needed for each dimension (Levin et al., 1995) . In addition, the analysis was based on Time 1 data of a longitudinal study. ExamiVol.37, No. 1,1997 nation of whether perceived rewards change over time would make an important contribution.
ADLs were found to directly affect the perceived rewards of White caregivers, which is consistent with previous research (Given et al., 1988; Kinney & Stephens, 1989; Kramer, 1993a; Lawton et al., 1992) . However, ADLs did not significantly predict rewards in the overall sample. Stresses for caregivers not addressed by the ADL and IADL measures (Kramer & Kipnis, 1995) might have been mediated by the religiosity variables. For example, the ADL and IADL measures used here do not adequately tap cognitive impairment of the care receiver, and subjective appraisal of caregiving tasks was not included in the study, though it is well documented that subjective appraisal of the caregiving situation is far more explanatory than objective deficits in ADLs and lADLs (Kramer & Kipnis, 1995; Poulshock & Deimling, 1984) .
Nevertheless, the findings from this study have important implications for future research and practice. Future research needs to investigate the resource function of religiosity prior to and during the caregiving trajectory. Discovery of differential functions of religiosity in the lives of Black and White caregivers suggest a need for health care providers to assess the importance of religious beliefs and activities in the lives of potential caregivers. Then, health care providers can tailor-make recommendations of religious activities to caregivers to engender positive outcomes. For example, if a stress deterrent function of religiosity is identified in future studies of Black caregivers, the clinician may want to assess a potential caregiver's baseline use of daily prayer and comfort received from religion. If religiosity indicators are low, alternative strategies that do not rely on religiosity may need to be explored. Among White caregivers, given the direct relationship between the religiosity variables and perceived caregiver rewards, encouragement of prayer and attendance at services may be worthwhile to obtain positive appraisals of caregiving. 
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